One of the favorite things that I do each year is teach second-year medical students how to disclose medical errors. I teach the class six times in three days, each time to 20 students, but it is never boring. The most memorable part of the session centers around a roleplay in which the student, playing a doctor, must disclose a mistake to another student, playing a family member of a patient gravely ill due to a medical error. The task is universally experienced as difficult, and many students find it upsetting. There are false starts, awkward interchanges, and in some cases, tears. After we debrief, students enter the event into our online reporting system. Some of the students are still distraught. Last year, one typed into the system: "I'm a bad doctor. I'm a terrible person. " That is what it feels like to make a serious medical error. Most practicing clinicians will identify a medical error as the most difficult event of their career.
Medical errors are central to medical practice. 1 They are what clinicians fear most. Clinicians make extra efforts to avoid errors, sometimes over-treating the patient. Medical errors that harm patients form indelible memories. How they are handled tests the character of the individual clinician and the organization.
It goes without saying that patients and their families can be devastated by the consequences. Sometimes healthcare workers are also seriously traumatized by these adverse events, to the point that they become incapacitated, leave the profession, and even commit suicide. In our own hospital, since 2011, we have run a peer support program for healthcare workers who experience stressful patient-related events. 4 Just in the last year, there has been a notable increase in the number of calls, which originate from multiple sources including individual practitioners, unit managers, colleagues, and supervisors. We may be approaching an inflection point, beyond which staff members perceive that it is safe and acceptable to call and talk about traumatic incidents that occur in their work. But others still avoid calling for help, protesting stoically "I didn't want you to think that I can't handle this."
For all of these reasons, when a patient is harmed, it is crucial that the people involved and the incident itself be handled with compassion and skill.
In this issue, McDonald et al. 5 describe a toolkit named CANDOR -for Communication AND Optimal Resolution. Developed by a multidisciplinary and multi-institutional team, the toolkit is designed to help organizations implement open and honest communication after unexpected patient harm, and seek resolution as part of a comprehensive response. In the US, there is growing momentum for adoption of this kind of approach. The move is inspired by the need by both patients and staff for honest conversations following harm, as an antidote to disillusionment with the system. Supportive state and federal policies are still necessary to address barriers to being open about adverse events, such as punitive Licensing Boards.
Also in this issue, Gispin and I 6 note that the incidence of stressful patient events, most of them unrelated to medical errors, is so great that all healthcare workers should know how to provide psychological first aid. We believe that this is a fundamental skill that every healthcare worker should possess. We argue that every healthcare worker should receive basic training in psychological first aid, analogous to CPR training that is mandatory and universal in many healthcare organizations.
Bismark and coworkers 7 identified an additional concern related to physician performance. They report that older doctors in Australia are more likely to be cited by medical regulators than younger doctors for quality-related issues. These issues include cognitive decline, inadequate record keeping, inappropriate prescribing, and substandard treatment. Interestingly, older doctors had fewer problems in other areas including mental illness, substance misuse, or problem procedures. With the aging population and aging of the workforce, punitive measures are highly unlikely to be a successful strategy. However, knowledge of these risks could be important to incorporate into the design of practice and the organization of care, such as continuing training and assessment, and making adjustments in the workplace.
To learn from our mistakes, we first need to acknowledge them and be aware that they affect the humans who are involved. Medical law will need to be transformed in a way that is compatible with this recognition. It seems to us that the best thing we can do is accept the central importance of errors in medical practice. We should then take the necessary steps to prevent them whenever we can, and deal with them when they do occur in a way that supports both patients and families, and healthcare workers.
Declaration of conflicting interests
The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or publication of this article.
